All the spheres building the concept "quality of life" are influenced in different ways by the dynamics of emotionality and experience.
INTRODUCTION
The carcinoma of mammary gland is the most frequent female malignant disease in Bulgaria and in most of the developed countries. Its share is about 25% of all malignant diseases and it takes a second place among the mortality reasons due to oncological diseases.
According to data of the World Health Organization from 2010, the newly diagnosed cases of patients with breast cancer are 1 500 000 and 411 000 people died due to the fatal disease.
Morbidity varies between the countries in the world. The difference between the lowest (Mozambique) and the highest indicators (USA) is around 25 times (1) .
Every 22 nd woman in Bulgaria can fall ill from such a disease (2) . According to data from 2011, 3885 new cases of breast cancer were registered in Bulgaria and the deaths for the female population were 1284. Every year the morbidity rate of carcinoma of mammary gland increases with 1.8% on average.
Morbidity rates increase with the progress in age of ill people and this increase can be observed in all age groups. The disease affects mostly women over 45 years of age and reaches its peak among those aged 60-64 years.
About 3/4 of the patients (or 71.2%) are diagnosed in the opening stage (1 st and 2 nd stage) of the disease progress. 26% are diagnosed in 3rd and 4th stage and the stage is not specified in the rest of the cases.
The standardized morbidity of breast cancer in Bulgaria is lower than the mean value for Europe. Forecast data for 2012 indicate morbidity rate for the country of 76.3 cases out of 100 000 women as the average rate for Europe is 94.2 cases out of 100 000. However, the standardized mortality rate due to cancer of mammary gland in Bulgaria is higher than the average for Europe -24.1 and 23.1 out of 100 000 women, respectively.
The relative five-year survival period for mammary gland cancer is 71.7% in Bulgaria. It is lower than the average for Europe where it is 81.8% (2) .
Quality of Life of Women Diagnosed with Breast Cancer
Quality of life is a concept which is affected by factors like: physical health of persons, their psychological condition and level of independency, social relationships and their links to the significant characteristics of their environment. The quality of life related to health is a multidimensional concept including physical, psychological, spiritual and social prosperity of individuals. It is directed towards the personality and its psychological and social aspects, to its social role in society, emotional condition, mutual relations with other people and satisfaction from activities performed. The idea of quality of life consists not only of the condition of personality but it includes also the degree of expectations and dreams reflected in everyday life.
It is proven that the quality of life changes in the various periods of life. The more advanced the person's age is and the more life experience accumulate there is, the easier one can adapt to his/her health Fig. 1 . Quality of life -conceptual model (7, 8, 9) condition. Younger people have higher expectations regarding their physical and functional condition. According to some authors (3, 4) , the quality of life is higher in elder people compared to younger ones. Quality of life is multidimensional term including different spheres of life, any one of them with different significance attached. 12 to 14 different spheres are described (5) which proves the complex nature of the concept examined (6) . The multicomponent pattern for quality of life, presented in Fig. 1 , illustrates the physical, mental, spiritual and social prosperity of patients with oncological diagnosis (6) in a meaningful aspect.
Physical prosperity (6) Physical prosperity is connected with the control or relief of the symptoms and the ability of the patient to self-handle and operate independently. In women with breast cancer physical prosperity is disturbed in a series of aspects. These problems can be connected with reproduction, sleep, pain, lymph oedema of the hand from the side of the affected breast, premature menopause due to continuous hormonal therapy and chemotherapy, difficulties in performing of usual physical exercises and daily activities, accumulating of excess weight, sexual problems, etc.
Mental prosperity (6) Mental prosperity is associated with the desire to control the diagnosis of breast cancer which diagnosis is determined by emotional distress, change of life priorities and values, fear of the unknown. A number of studies (10) which cover the period immediately after diagnosing till the completing of therapy demonstrate that the initial distress gradually decreases over time and the female patients reach a relative stability in emotional perspective. Women suffering from cancer improve their quality of life (11) at the end of the first year after diagnosing. Other studies (12) prove that approximately 1/3 of the patients with breast cancer live with depression symptoms which are reduced in the course of time. Many women with cancer resort to using alcohol or drugs trying to reduce the stress, anxiety, nervousness and sadness (13) . Frequent fears can be connected with their future; they can lose faith, significance and goals in life.
The main psychosocial fears (11) they share are as follows (14): fear of recurrence fatigue, sleep problems, pain own body perception difficulties sexual dysfunctions anxiety related to treatment intrusive thoughts about the disease or permanent anxiety communication problems with partner a feeling of vulnerability existential issues related to their own death The emotional sphere takes a significant place in the theme for mental prosperity of the cancer patients. One of the most frequent changes are high sensitivity and low frustration threshold. Processing of any information related to the disease and its results is Social prosperity (7) Social prosperity represents the ability to cope successfully with disease consequences which the cancer experts on personality and its social and interpersonal relations. In other words, it is the ability of the patient to defend his/her position and role in the society. According to a research made (13), many of the women diagnosed are afraid of being discriminated and underestimated by their colleagues and bosses and they worry about their career growth. Another problem found in breast cancer operated women is connected with their sexual functioning and disrupted intimacy with their partners. Often problems emerge exactly because of the perception of their own body and building inferiority complex. Many of the female patients suffer torments about their children and future, parenthood, financial burdens, etc. (13) .
Spiritual prosperity (6) Spiritual prosperity is the ability to maintain hope and to draw a lesson from oncological experience. This experience can possibly have a positive psychological and social impact on women with breast cancer. According to research data (15) aiming to prove this positive influence, many of the women share that after the diagnosis of this fatal disease and passing through the different stages of its treatment, they start to appreciate life more, pay less attention to the daily chores, decide to live according to the prin- ciple 'here and now' and pay less attention to the material matters appreciating the spiritual ones more.
According to other research studies (16) , younger women suffer deeper pain, accept the disease harder and their quality of life is lower after the severe diagnosis -cancer of the mammary gland. Young patients are frequently tormented by doubts if they will have children. The reason is their premature menopause as a consequence of the hormonal therapy lasting at least 5 years and leading to a loss of reproductive capabilities. The symptoms of premature menopause, sexual problems and the problem with the perception of their own body generate anxiety, too.
Negative changes occur in sexuality, frequent episodes of fatigue appear, distress comes on and continuous questions about the future arise after diagnosing the cancer of mammary gland. Positive changes occur in life priorities and spirituality of female patients. Part of women suffer overweight and symptoms like vaginal dryness, night sweats, warm waves, changes in mood etc. that disturb the quality of their life.
A number of studies are conducted (14, 17) about the impact of relapses, i.e. recurrence of the disease. Many of the female patients share that they lose hope, accept their own health in a more negative light, less and less they trust medicine and the doctors treating them (18) Social and family factors such as family closeness and support also influence the quality of life of the patient. Family solidarity represents the inner strength of the family to overcome difficulties and changes. It is connected indirectly with higher quality of life of women with breast cancer (6) .
Besides the aspects pointed out, the disease represents a large financial and economic burden for patients and members of their families (6, 19) . Expenses resulting from the diagnosis are related to consultations with doctors, perpetual medical examinations or complementary therapy. Costs for clothing and change of appearance increase also, being a consequence of the operation performed and the follow-up treatment, as well as expenses for food additives, immunostimulants etc. The combination of additional expenses and reduced income provokes new fears, anxiety and distress in patients.
The quality of life related to health is determined by the impact of the diagnosis on patients. There is a variety of tools for measurement of the impact as most of the questionnaires are worked out with the objective to access three aspects of prosperity: physical, emotional and social. Normally, different questionnaires are used for filling in by patients (6) . As we have noted already, the quality of life which is connected with health is a multidimensional term. We use different sub-scales for its measurement which indicate different aspects. Summarized questions are used also for calculation of the mean value of the quality of life in case of cancer of mammary gland.
MISSION AND OBJECTIVES
The main objective of the research is to establish the impact of the disease process on physical and psychosocial functioning in women with cancer of the mammary gland. The specific objectives related to the topic are connected with an explanation of changes in the emotional sphere in women with breast cancer with a focus on anxiety.
METHODOLOGY AND MATERIALS
The object of the study is women with carcinoma of mammary gland.
The subject of the study is dependencies and correlations between the levels of anxiety and the spheres which determine quality of life of the patients inquired.
Place of conducting the study: Oncological centre at Dr G. Stranski University Hospital -Pleven Patients Studied 37 women diagnosed with cancer of the mammary gland are examined at random. The method used is direct individual inquiry.
METHODS
The objective of the study requires using the sociological method -inquiry and statistical methods. The methods used give us the possibility to establish the main characteristics of women with cancer disease, the leading problems caused by changes in the quality of life, the level of anxiety and distress. The study is voluntary and anonymous as the patients have received personal information about the objectives and the character of inquiry. Analysis of the Demographic Indicators 37 women with proven cancer take part in the study. The age of the women inquired is between 29 and 69 years and the average age is 53.86 years.
According to the division by age (Fig. 2 ), 2 women (or 5%) belong to the group 18 to 35 years. 10 (or 27%) belong to the group 35 to 50 years old. 23 (or 62%) of the patients inquired belong to the 50-65 years age group. 2 (or 5%) of the participants in the study belong to the group over 65 years.
The data indicate clearly that the most affected group, representing over a half of the patients in the study, belongs to the age range 50-65 years. It corresponds to the data for European and world trends in morbidity.
On the question related to comorbidity, 11 (or 30%) of the patients have responded that they do not have accompanying diseases and 26 (or 70%) have more than one concomitant disease (two or more).
On the question whether they have insomnia, 20 (or 54%) of women gave a positive answer and 17 (or 46%) denied. Regarding the question if there is a change in their attitude towards the surroundings (Fig. 3) , 17% (or 46%) confirmed and 20 (or 54%) denied the statement.
The freely structured inquiry contains a question asking women to evaluate their level of anxiety according to a 0 to 10 scale (Fig. 4) . Although the responses look heterogeneous at first glance, they give the impression that a total of 33 persons (or 89%) pointed out average and above the average levels of anxiety. 4 women only (or 11%) have a self-assesed anxiety below the avarage scale. 
. Number of women and their anxiety levels
There is a predominance of higher levels of selfassessed anxiety in the patients inquired.
On the question about sexual problems (Fig. 5 ), e.g. whether their sexual life has changed after the cancer diagnose, the majority of the patients 16 (or 43%) responds that they have problems in their sexual life, 13 (or 35%) respond they do not have such problems and 7 (or 19%) report partial changes. One woman only (or 3%) has not replied to the question. So changes in the sexual relations are recorded in 27 (or 73%) female patients. Sexual life changes as a result of the diagnosis.
We assume the possibility part of the negative responses to be influenced by nation-psychological specifics, deeply connected with the belief that this topic is too intimate to be discussed.
The sexual sphere is very emotional. The problems there do not lead to the meeting of this kind of emotional-physical needs which further increases the level of anxiety.
Studying the family status of women, it was established that the largest share is held by married women -26 (or 70%).
After an analysis of the results of the questionnaire for measurement of anxiety by tools -(Taylor Manifest Anxiety Scale -TMAS), (Fig. 6) , it was established that 2 (or 5%) of the women belong to the low level of anxiety group, 15 (or 41%) patients belong to the group of medium to low level. The group medium to high level consists of 9 (or 24%) women and the high level of anxiety group is formed by 11 (or 30%) women.
Accumulation of the results obtained is recorded in the field of medium to low level of anxiety in women. Following in number are the patients with high level of anxiety. Small number is reported of women in the groups with low level and very high level of anxiety. Answers from medium to high level of anxiety prevail -20 persons (or 54%).
A difference exists between the self-assessed and calculated by tools anxiety of the respondents. In the first case 10 (or 27%) women who stated medium level of anxiety are registered while there are 15 (or 41%) in the second case. In freely structured query the patient chooses and controls himself the result based on a scale from 0 to 10, while the result according to the second method is dormant (obtained after processing of the results). Similar conclusions can be made regarding the number of inquired patients with levels of anxiety above the average: from the free questions it can be seen that 23 (or 62%) belong to this group and from the Taylor's methodology -20 (or 54%) women fall into this group. Due to the limited number of women with breast cancer inquired, the differences in the results discussed cannot be considered statistically significant but they give a direction for searching an explanation in the specificity of the tools and their internal processing by patients.
Examining the emotional changes through the Distress thermometer and EORTC QLQ-C30 it was proven ( Table 1 ) that according to the first methodology, the percentage is higher of women who describe themselves as more nervous, sad, anxious, angry or afraid.
According to EORTC the sum of items which build the functional scale "emotionality", namely strenuousness, anxiety, irritability and depression, is determined at four levels: low, medium, high and very high. As it can be seen from Table 1 , a total of 26 In a research study conducted before among 75 oncological patients (22, с. 569-579), it was determined that 49 (or 65%) do not like to share their emotions and thoughts with their relatives and 52 (or 69%) are anxious about the effects when others come to know their diagnosis. 47 (63%) fear abandonment and loneliness. The patients demonstrate in different ways their anxiety during the inquiry. Higher educated patients are inclined to have controlled anxiety and stress (Crostabulation Analysis, Cramer=0.47, p=0.002).
Own researches conducted by the present moment (among nearly 160 persons), partly related to the issue of anxiety in cancer female patients indicate that the idea and the depth of understanding of the diagnosis are connected with basic personal structures, assumed to be relatively constant but open to a different extent to crises and/or assert. Cognitive schemes for processing the information, working till the moment of diagnosing prove to be inefficient subsequently, as they are strongly influenced by the dynamic changes in emotional, psychic and social spheres.
CONCLUSION
In the conducted study, specifics and dependencies, which were related to the emotional functioning in women with breast cancer were established such as deepening of the emotional changes associated with age, place of residence and duration of illness. However, they do not depend on education and employment. Living conditions in full and extended monocular family are associated with lower levels of anxiety and distress among the investigated persons.
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